C olonoscopy is the best screening tool to detect colorectal cancer in early stage and also a potent arm to prevent development of cancer by removing colorectal adenoma. Superficial colorectal neoplastic lesions are primary targets of colonoscopic resection. Adenoma, carcinoma in situ, and cancer with minimal submucosal invasion are included in this category. One stage endoscopic treatment without the preceding biopsy confirmation is preferable, and thus endoscopic evaluation to identify the characteristics of the superficial neoplastic lesions is of importance. Gross endoscopic appearance and pit pattern and/or vascular pattern of the surface epithelium of the polypoid and nonpolypoid superficial lesions provide useful clue to predict histology of the lesions and depth of cancer invasion with reasonable accuracy. Appropriate treatment can be directed through this endoscopic evaluation step. Conventional snare polypectomy and endoscopic mucosal resection is mainstay of endoscopic treatment. Recently introduced endoscopic submucosal dissection facilitated en bloc resection of a large neoplastic lesion. After endoscopic resection, accurate pathologic evaluation is necessary to determine whether colonoscopic follow up or further surgical resection is needed. Poorly or undifferentiated cancers, cancers massively invading submucosal layer deeper than 1,000 micrometer, lymphovascular invasion of cancer cells, or presence of cancer cells on the resection margin are indications of further surgical resection because of the significant risk in metastasis to the regional lymph nodes. Colorectal polyps and early cancers are effectively treated by colonoscopy in most cases. Early detection by an adequate screening program is essential for this purpose.
Insertion to 40 cm or to splenic flexure is required Complete or partial bowel prep is required Sedation usually is not used, so there may be some discomfort during the procedure Sigmoidoscopy Every 5 years The protective effect of sigmoidoscopy is primarily limited to the portion of the colon examined Patients should understand that positive findings on sigmoidoscopy usually result in a referral for colonoscopy
Complete bowel prep is required Conscious sedation is used in most centers; patients will miss a day of work and will Colonoscopy Every 10 years need a chaperone for transportation from the facility Risks include perforation and bleeding, which are rare but potentially serious; most of the risk is associated with polypectomy Chang DK Table 3 . Morphologic classification of type 0 lesions with superficial appearance at colonoscopy (Paris-Japanese classification) [11] Polypoid type* Nonpolypoid type Mixed types 
LST-G (granular)

Kudo:LST-G-H (homogeneous) LST-G-M(nodular Mixed) Paris:IIa IIa+Is
LST-NG (non-granular)
Kudo:LST-NG-F(flat elevated) LST-NG-PD (pseudodepressed) Paris:IIa IIc+IIa
Chang DK 
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J Korean Med Assoc 2010 July; 53(7): 549-561 Table 8 . Indications for ESD [22] 1. Large (> 20 mm in diameter) lesions for which endoscopic treatment is indicated but for which en bloc resection by snare EMR would be difficult LST-NG, particularly those of the pseudodepressed type Lesions with a type VI pit pattern Carcinoma with submucosal infiltration Large elevated lesion suspected to be cancer 2. Mucosal lesions with fibrosis caused by prolapse due to biopsy or peristasis of the lesion 3. Sporadic localized tumors in chronic inflammation such as in ulcerative colitis 4. Local residual early cancer after endoscopic resection Supplements) 1. To determine whether ESD is indicated, magnification, in addition to standard colonoscopic observation, is essential 2. In principle, a lesion with massive submucosal invasion is not indicative 3. LST-G should be treated on the basis of findings of both magnification and standard colonoscopy as follows:
homogenous granular type: EPMR focal mixed nodular type: planned EPMR or ESD large, whole nodular type: ESD or surgery A large LST-G with type V pit pattern should not be cut. The skill level of the colonoscopist should also be considered in the selection of the therapeutic method (EPMR, ESD, or surgery)
